this region without a pre-existing pilonidal sinus. In other sites infection or inflammation related to trauma is associated with the presence of a bursafor example, olecranon bursitis and the parapatellar bursitides-but there was no evidence in our cases of an adventitious bursa at operation. It would be interesting, however, to survey a sample of jazz ballet enthusiasts to see whether any have an uninfected bursa in this site.
gastritis (unpublished) . Recently a correlation has been reported between the presence of Campylobacter pylori in gastric mucosa and peptic ulcer disease. ' The aim of this prospective study was to discover the prevalence of Cpylori among Rwandese patients.
Patients, methods, and results
During May and June 1986, 184 upper digestive fibroscopies were performed in 173 patients with dyspepsia (94 women (mean age 34 3), 79 men (mean age 35'0)) and the following appearances recorded: duodenal ulcer (43 cases), healed duodenal ulcer (6), gastric ulcer (2), gastritis (90), neoplastic disease (7), normal (25). Eleven patients with duodenal ulcer had repeat endoscopy with antral biopsy for culture of C pylori after six weeks' treatment with ranitidine. Two antral samples and one fundal biopsy sample were taken from 166 patients. One antral and the fundal sample were submitted in 10% formaldehyde solution for histopathology. All sections were stained' with haematoxylin and eosin and samples from 17 patients by the Warthin-Starry technique. Gastritis was graded as superficial if the infiltrate was limited to the upper layer of the lamina propria and global if the lamina propria was entirely invaded. The pattern of inflsmmation was graded 1 to 6 according to its activity ([inked to the presence of Histopathology in diagnostic groups and numbers ofpatientsfrom whom C pylori was cultured (figures in parentheses) polymorph infiltration) and severity. Lymphwytic gastritis, recently described as a histological entity,2 is characterised by massive lymphocytic infiltration ofthe epithelium. Antral biopsy samples for microbiology were crushed between two sterile slides. One slide was examined after staining with 1% gentian violet solution. The tissue fragment adhering to the other slide was plated on to Skirrow's medium3 and incubated for seven days at 37°C in an anaerobic jar containing a Gas-Pak without catalyst. All 20 isolates examined in Belgium were confirmed as C pylori. Among the seven patients with neoplasm only one biopsy sample was sent for microbiology, the others being used for diagnosis of the tumorous process.
A total of 131 patients were infected with C pylon with no difference in prevalence between men and women. They included all patients with duodenal ulcer, 67 of the 90 (74%) with an endoscopic diagnosis of gastritis (52 of the 72 (72%) with mucosal oedema, 15 of the 18 (83%) with atrophy), three of the seven with neoplasm, and 12 ofthe 25 (48%) with endoscopically normal gastric mucosa (table) . Various degrees of gastritis were present in all patients with adequate biopsy samples. C pylori was isolated from 18 of the 39 (46%) with quiescent gastritis and from 95 of the 99 (96%) with active gastritis. Active gastritis was present mainly in groups with the highest level of infection: in 29 out of 39 (74%) patients with duodenal ulcer, 43 out of64 (67%) with mucosal oedema, and 13 out of 15 (87%) with atrophy, a lowerlevel beingfound in the "normal" group (10 out of 19; 53% This study on C pyloi, the first from central Africa, suggests a widespread prevalence of the organism, similar results having been reported from other continents.45
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